Abstract: Background and Objectives: The aim was to translate and validate the spiritual needs questionnaire for its use in the Lithuanian context. Materials and Methods: A descriptive, cross-sectional survey design was applied. Structural individual interview method (face-to-face) was employed to collect data on spiritual needs of cancer patients. Responses were obtained from 247 patients hospitalized in nursing and supportive treatment units at public hospitals. Data were analyzed using the Statistical Package for Social Sciences (IBM SPSS Statistics) version 22.0. To assess the psychometric properties of the scale, Cronbach's alpha, split half test, average inter-item, and item-total correlations were calculated for internal consistency. Exploratory factor analysis was used to confirm the construct validity of the translated version of instrument. Results: Lithuanian version of The Spiritual Needs Questionnaire (27 items) had a good internal consistency (Cronbach's alpha = 0.94). The existential and connectedness with family needs factor had the lowest Cronbach's alpha (0.71) in relation to other factors: Religious needs (0.93), giving/generativity and forgiveness needs (0.88), and inner peace needs (0.74). Split-half test showed strong relationship between the both halves of the test. The item difficulty (1.47 (mean value)/3) was 0.49; while all values were in acceptable range from 0.20 to 0.80. Item-total correlations were inspected for the items in each of the four SpNQ-27 factors. Conclusions: The Lithuanian version of Spiritual needs questionnaire demonstrated adequate psychometric properties of the instrument. This instrument, as a screening tool and conversational model, is recommended for clinicians in health care practice to identify patients with spiritual needs.
Introduction
Spirituality in healthcare is gaining increasing attention as the care paradigm has moved (at least in theory) from biomedical towards a holistic approach, which includes all dimensions and needs of patients and their family. Serious illness creates vulnerable conditions of insecurity, fears, and worries about the course of disease and life concerns that raises fundamental psychosocial, existential, and spiritual issues for patients. Physicians, together with other professionals of healthcare, of course, have the duty to care for a person's health and restoration of symptoms on the one hand. However, on the other hand-as part of a comprehensive healthcare concept-they should also consider addressing patients' unmet spiritual concerns through providing spiritual care on the basis of legislation, ethical codes, and on research evidence [1] . Despite this understanding, in clinical practice, clinicians caring for cancer patients are firstly focused on medical diagnosis and clinical nursing problems, by prescribing treatment and medications-and often fail to address patients' spiritual needs and/or identify signs of spiritual distress [2] .
Even if medical staff identify patients' spiritual concerns as an equal, specialized domain of care [3] , one may ask how much spiritual care can be provided in a busy clinical setting without enough staff, missing spiritual care standard, and lacking appropriate preparation to assess patients' spirituality. Untrained in spiritual assessment and counselling, clinicians are not able to design and implement a plan spiritual care, and thus they put off this task to clergy staff. Although this may be appropriate for religious patients, in today's secularized societies, a majority of patients reject institutionalized religiosity with its rituals and practices, claiming themselves either as persons with a more universal spirituality or as religious persons/non-believers. Moreover, according to Sulmasy [4] those who consider themselves spiritual but not religious will also have genuine spiritual needs that are as significant as those of religious patients. However, spiritual needs of non-religious/non-spiritual persons (R−S−) are quantitatively and qualitatively different from that of religious or spiritual persons [5, 6] . In relation to healthcare service, there is evidence that advanced cancer patients who report insufficiently supported individual religious and/or spiritual needs have increased costs of care [7] , because those lacking adequate spiritual care are treated in a more expensive intensive care unit, while those with spiritual care support are more often treated in hospice or long-term nursing care facilities. Additionally, the patient's (as well as the physician's) religion affiliation is associated with his/her end-of-life care decisions about withdrawing/withholding of life sustaining treatment in intensive care unit [8] . This underlines that ignoring a person's spiritual concerns and needs and other humanistic aspects of care not only disrespects individual patients, but also discredits the organization of care-and requires changes in the healthcare professional curricula [3, 9, 10] .
For conceptual reasons, in healthcare research, one should differentiate the terms 'spiritual' and 'religious', implying that a person may see him/herself as spiritual but not religious (R−S+), as religious but not spiritual (R+S−), as both religious and spiritual (R+S+), or as neither religious nor spiritual (R−S−) [11, 12] . Both the interpretation of personal spiritual concerns and the extent of one's spiritual needs might be different. Spiritual needs are a multidimensional phenomenon, which is dependent on religious and cultural background. For patients and caregivers, it is sometimes difficult to define what spiritual needs and what spiritual care does mean for them. Spiritual needs of cancer patients may have a wide spectrum of queries starting with religious rituals and talks with faith community members, followed by the relationship with family members and friends; gratitude, hope, and forgiveness; loving others; particular connection with nature in a religious or nonreligious way; or deep self-assessment and piece with oneself [13] [14] [15] [16] [17] [18] . Assessment of the spiritual needs of patients is complicated because of the ambiguity and complexity of the concept of spirituality and difficulties in differentiating between the concepts of religion and spirituality, especially when assessing spirituality in patients who are not religious.
In Lithuania, the present Law of the health system indicates spiritual wellbeing as a dimension of health, together with physical and social wellbeing of a person and society [19] . Nevertheless, in clinical practice, there is some confusion among healthcare providers who should be seen as responsible for providing spiritual care. The professional standards of practice for most doctors neglects the spiritual dimension in healthcare with a few exceptions only, i.e., oncologists, palliative care providers, and physician anesthesiologist-intensivist [20, 21] . This is in accordance with the standards of supportive treatment methods and with the principals of palliative. The standard for a general practice nurse (2011) requires that they are able to assess patient's needs by a comprehensive creating care plan. However, inclusion of spiritual aspects may be supposed as relying only on the content of nursing curriculum where holistic care and all possible dimensions of it are emphasized during training of nurses to assess, meet, and evaluate patient's needs [22] .
Like in other countries [23, 24] , in Lithuania, there are intentions to create a model of spiritual support provision in healthcare institutions, expanding pastoral care in hospitals, and actualizing the figure of the hospital chaplain by clarifying his role and duties in supporting patients and their families during moments of great emotional, spiritual, and psychosocial loss and grief [25] . On the other hand, professional spiritual care should not be limited to clergy staff visits under requests. Healthcare professionals are expected to work as multidisciplinary teams, and spiritual needs of patients have to be assessed and supported by the whole team relying on competences of each member.
To our knowledge, no significant research on the topic of spiritual needs has been, so far, developed in Lithuania (as a former state of the Soviet Union). There have been no validated measures of spiritual needs for use in clinical settings in Lithuania as well. The selection of culturally and structurally relevant tools was based on the analysis of the literature and review of similar tools: Spiritual interests related to illness tool (SpIRIT) by Taylor [13] , spiritual needs scale (SNS) by Yong et al. [26] , spiritual needs questionnaire (SpNQ) by Büssing et al. [27] , spiritual needs assessment for patients questionnaire (SNAP) by Sharma et al. [28] , functional assessment of chronic illness therapy-spiritual wellbeing scale (FACIT-Sp) by Canada et al. [29] , spiritual needs questionnaire for palliative care by Vilalta et al. [30] , spiritual care needs inventory (SCNI) by Wu et al. [31] , and others.
The choice we made on spiritual needs questionnaire (SpNQ) is explained, firstly, by European nature of the instrument as it was developed in 2009 in Germany. Secondly, the tool was developed to measure the intensity of a person's unmet psychosocial, existential, and spiritual needs in a standardized way [27, 32] . Thirdly, the tool was designed for its use in adults with chronic diseases and suitable for interview administration (beside self or telephone administration). Fourthly, previous qualitative interviews with clinicians, social workers, psychologists, members of clergy, and patient relatives provided the information about the main features of cancer patients spiritual needs while in hospital. Fifth, the instrument is available in different language versions with quite stable factorial structure, and thus allows cultural comparisons, too (www.spiritualneeds.net). Further, the underlying theoretical basis for the SpNQ refers to four core dimensions of spiritual needs, i.e., connection, peace, meaning/purpose, and transcendence [14] . These are divided into categories of social, emotional, existential, and religious needs. Finally, SpNQ is intended to collect the information on patient's spiritual concerns while also being simple in language and content, to start communication with patients about their spirituality and their unmet needs and thus enabling to develop spiritual care plan to address their unmet needs. The SpNQ was translated and validated in the different languages and used in the following countries: Germany [6, 27, 33, 34] , Portugal [35] , Poland [36] , China [37] , Croatia [38] , Pakistan [39] , Brazil [35] , Indonesia [40, 41] , Iran [42, 43] , etc. Such wide application of the tool, apart from in Anglo-Saxon countries, is usually promising for successful instrument validation in different culture and language.
In this study, we aimed to translate, adapt, psychometrically test, and validate the spiritual needs questionnaire in the Lithuanian language, culture, and healthcare practice.
Materials and Methods

Study Design and Methods
A descriptive, cross-sectional survey design was used for this study. Structural individual interview method (face-to-face) was employed to collect data on spiritual needs of hospitalized cancer patients. Before data collection, the principal researcher provided sufficient consultations with the interviewers regarding instructions for completing the instrument, the specific language, and the meaning of terms. Trained interviewers (two nurses and two final year undergraduate nursing students) visited the hospital and administered the questionnaire on a one-to-one basis, at the most convenient time for patients, in a calm and private place, for an average duration of 40 min (min 15, max 80), depending on the health status and the age of the respondent. The managers directed the researchers to patients that met the inclusion criteria.
Participants
In order to assess spiritual needs of cancer patients, responses were obtained from 247 patients hospitalized in nursing and supportive treatment units at public hospitals.
There were more female patients (60.7%) than male. The age of patients varied from 32 years to 96 years, and the mean age was 67.14 ± 11.62. Two-thirds (78.4%) identified themselves as religious persons, 10.2% as non-religious, and 11.4% were undecided.
Study Instrument
The underlying theoretical basis for the SpNQ refers to four core dimensions of spiritual needs, i.e., connection, peace, meaning/purpose, and transcendence [27] . The questionnaire uses 20 to 27 items (plus 3 free text fields) and differentiates four main factors: Religious needs, needs for inner peace, existential needs (including forgiveness needs), and giving/generativity needs. In the current version of the SpNQ, that is widely used internationally, 20 items compose the four need scales and seven items are informative only and are not used in the scales. All SpNQ items score with respect to the self-ascribed importance ('intensity') on a 4-point scale from disagreement to agreement (0-not at all; 1-somewhat; 2-very; 3-extremely). The higher the scores, the stronger the patient's respective needs are.
For this paper we report on the translation and validation process of SpNQ Lithuanian version that contains 27 items (SpNQ-27). Additionally, with the perspective of international data comparison, we tested construct validity of SpNQ Lithuanian version that uses the same 20 items as the current version of the SpNQ-20 [44] .
Translation Procedures
The SpNQ-27 was translated following methodological considerations [45] . A nurse educator and last-year bachelor nursing student, as two native, local culture and language translators, accomplished the initial translation of the instrument from English language to the Lithuanian language.
Later, both the translated Lithuanian versions were compared and discussed, and a consensus reached, taking into account the principles of instrument translation/adaptation. The choice of experts with relevant expertise, e.g., spiritual counseling, knowledge of theology, and proficiency in Lithuanian language, were considered to deal with linguistic and cultural differences in translation. In addition to that, for item wording and meaning clarification purposes, Polish and German versions were revised.
English language specialists conducted back translation of the agreed Lithuanian version of SpNQ-27 questionnaire. Achievement of equivalency and congruence was achieved between the original and translated versions of the instrument when comparing both English versions (original and back translated) and compared with the primary German language version. This task was accomplished by the primary author of the instrument (Büssing, A.). Any discrepancies were discussed among the researchers, the author, and the Lithuanian native English language philologist in seeking the greatest agreement. The Lithuanian language style, syntax, and grammar were corrected by a language specialist several times during the translation procedure.
Ethical Considerations
The Lithuanian Regional Committee on Bioethics issued permission to conduct the study (5 December 2017, No. BE-2-84). Cancer patients received written information about the aim of the study and signed informed consent. All questionnaires were with codes and participant (patient or student) identifying information was not available.
Statistical Analysis
Data were recorded and analyzed using the Statistical Package for Social Sciences (IBM SPSS Statistics, Armonk, NY, IBM Corp.) version 22.0. To assess the psychometric properties of the scale, Cronbach's alpha, split half test, average inter-item, and item-total correlations were calculated for internal consistency. Items scoring below 0.15 have poor inter-item correlations, suggesting that they are not that well related to each other. Items that correlate above 0.50 tend to be very similar to each other. Cronbach's alpha coefficient was calculated for individual factors and the whole scale; the internal consistency of α > 0.6 was considered to be acceptable [46] . The Spearman's rank correlation coefficient (rho) (between the spiritual needs domain) scores produced at the first and the second testing calculated to assess the test-retest reliability.
Exploratory factor analysis was used to compare the extracted latent factors of the translated version of SpNQ with the construct of original version of SpNQ. Principal component analysis with varimax rotation was applied. The Kaiser-Meyer-Olkin and Bartlett's test of sphericity were used to assess the appropriateness of the sample for the factor analysis. Eigen values > 1 and the scree plot were used to determine the number of factors.
To test the stability and reliability of an instrument over time, the test-retest reliability method was used. The Spearman's rank correlation coefficient (rho) between four domains scores produced at the first and the second testing was calculated to assess the test-retest reliability (the Pearson's correlation coefficient was calculated for the total score because of normality of scores in both testing's). With respect to the correlation analysis, we regarded r > 0.5 as a strong correlation, 0.3 < r < 0.5 as a moderate correlation, 0.2 < r < 0.3 as a weak correlation, and r < 0.2 as no or a negligible correlation.
Results
Face and Content Validity of the SpNQ-27 Lithuanian Version
The advantage of SpNQ items is that the majority uses short statements in clear lexis starting with the verb form. This is much easier for ill patients to get the sense of what is being asked rather than listening to long sentences with complicated syntactic constructs. Instrument applicability and comprehensiveness was taken into consideration during the translation process. Expressions such as open aspects of your life, loving attitude, higher presence, and being complete and safe were difficult to find culturally and linguistically appropriate literal equivalents that would be familiar to the Lithuanian patients.
Discussion between the Lithuanian researchers and the author of SpNQ (Büssing, A.) provided a wider exploration of meaning, which led to an accurate interpretation and avoidance of semantic errors. For example, the word worries has several meanings in Lithuanian language: Concerns, troubles, and anxiety; although according to the comments of the author, anxiety was avoided in translation as it was not appropriate. Another example of exact meaning clarification was with the item that 'someone of your religious community (i.e., pastor) cares for you'. The word care was an issue as the meaning includes much more than a simple visit. Another manifestation of instrument translation challenge was the item 'to dwell at a place of quietness and peace'. In Lithuanian, it was translated as 'to get your mind into a quiet and peaceful place', keeping in mind hospitalized patients or ill persons that have limited mobility. Only the equivalence checking revealed this incongruence in translation as it was originally meant to be personally in such inspiring places of quietness and peace, not mentally only. The item 'to give away something from yourself' requested additional clarification on what things, material or non-material, were in mind. In the item 'for being complete and safe', the word complete was confusing until explained as to be in complete health and wellbeing. The spiritual issues always relate to emotions and deep subjective meaning [1] and to reflect the intended emotion the strength of verb or adjective may be important in asking a particular question. For example, in our case, the item 'to plunge into beauty of nature' in the primary translation communicated 'to admire the nature'; at the equivalence checking stage, the verb admire was noted as being too weak to express the original meaning, i.e., the feeling to be part of the nature, to 'dissolve' in nature.
Further, to ensure that item content had similar meaning for the intended population, the pilot testing was conducted with cancer patients during the first three weeks of the survey.
Test Re-Test Protocol
To test the reliability (stability in time) of the Lithuanian versions of the SpNQ-27, a test-retest study was arranged when third-year bachelor of nursing students (N = 40) completed the questionnaire twice, within one week of the initial test and subsequent re-test. The clarity of the instrument was discussed with students. The reliability of the questions based on the agreement of nursing students' responses was investigated. For SpNQ-27 and, separately for SpNQ-20, the Pearson's correlation coefficient calculated for the total score because of normality of scores in both tests. The total SpNQ-27 correlation coefficient was 0.88. The total SpNQ-20 correlation coefficient was 0.87.
In relation to SpNQ-20 domains, Spearman's rank correlation of Religious needs was 0.84, for existential needs was 0.78, for giving/generativity and forgiveness needs was 0.73, and Pearson correlation for inner peace needs was 0.84.
Construct Validity of the SpNQ-27 Lithuanian Version
The goal of factor analyses was to determine the structure of the longer SpNQ-27 Lithuanian version. The Kaiser-Meyer-Olkin (KMO) values (0.927) indicated that data and sample size were adequate for factor analysis. Moreover, the approximate Chi-square values of Bartlett's test of sphericity (χ 2 (351) = 3305,092, p < 0.001) confirmed that the factor model is appropriate. These two tests showed the suitability of the respondent data for exploratory factor analysis, which was performed on the SpNQ-27 items using the principal component factor analysis with Varimax rotation. Items loaded significantly on four factors:
•
Religious needs: This factor was composed of nine items and obtains loads between 0.471 and 0.824 factorials. Item N2 loaded weakly on the religious needs factor and the other two factors: Existential and family support needs factor and giving/generativity and forgiveness needs factor. • Giving/generativity (and forgiveness): This factor was comprised of seven items with factorial loads ranging from 0.452 to 0.774. Item N17 loaded weakly on both the giving/generativity and forgiveness needs factor and the religious needs factor. Similarly, item N10 loaded weakly on both the giving/generativity and forgiveness needs factor and the inner piece factor. • Inner peace needs: This factor was composed of five items with factorial loads ranging from 0.430 to 0.783. Item N5 loaded weakly on both the inner peace needs factor and the giving/generativity and forgiveness needs factor. • Existential and connectedness with family needs: This factor contained six items with factorial loads between 0.379 and 0.713. The relatively new items about relationship with family and family support that were not primarily used in SpNQ-20 version now loaded in this category. Item N24 loaded weakly on both existential and family support needs factor and inner piece needs factor.
These four factors had an eigenvalue greater than 1 with an explained variance of 57.5%. In total, 22 items out of 27 had a loading range higher than 0.5, above the minimum acceptable value of 0.4 (Table 1, Figure 1 ). Split-half test showed strong relationship between the both halves of the test (Spearman-Brown coefficient was 0.88).
The item difficulty (1.47 (mean value)/3) was 0.49; while all values were in acceptable range from 0.20 to 0.80.
Item-total correlations were inspected for the items in each of the four SpNQ-27 factors. For the religious needs factor, the corrected item-total correlation ranged from 0.56 to 0.80; the item-total correlation of this factor was the strongest in comparison with the other three factors. For the existential and connectedness with family needs factor, the corrected item-total correlation was the lowest and ranged from 0.23 to 0.59 (Table 1 ).
Average Inter-Item Correlation
In the religious needs factor, the correlation coefficient ranged from 0.40 to 0.73; the giving/generativity and forgiveness needs factor correlation coefficients ranged from 0.41 to 0.69; in the inner peace needs factor, it ranged 0.20-0.56, and in the existential and connectedness with family needs factor correlation coefficients varied from 0.12 to 0.46.
Although the aim of this paper was limited to the reporting on instrument translation and validation, brief descriptive data on four spiritual needs domain of SpNQ-27 were calculated. Results revealed that the most important for non-terminally ill cancer patients were their unmet existential and connectedness with family needs (1.92 ± 0.72), giving/generativity and forgiveness needs (1.58 ± 0.65); inner peace needs (1.46 ± 0.72), while religious needs were of the least importance (1.23 ± 0.79), but nevertheless above 1.0, indicating relevance.
Construct Validity of the SpNQ-20 Lithuanian Version
For this analysis, we used only those 20 items that were confirmed in previous analyses of SpNQ as the final version [43] . This version does not use the needs to be connected/supported by the family. The Kaiser-Meyer-Olkin (KMO) values (0.92) indicated that data and sample size were adequate for factor analysis. Moreover, the approximate Chi-square values of Bartlett's test of sphericity (χ 2 (190) = 2509,151, p < 0.001) confirmed that the factor model is appropriate. These two tests showed the suitability of the respondent data for exploratory factor analysis, which was performed on the SpNQ-20 items using the principal component factor analysis with Varimax rotation. Items loaded significantly on four factors:
•
Religious needs: This factor I was composed of eight items and obtained loads between 0.46 and 0.84 factorials. Item N2 loaded weakly on both the religious needs factor and factor II and factor III. These four factors had an eigenvalue greater than 1 with an explained variance of 63.6%. In total, 18 items out of 20 had a loading range higher than 0.5, above the minimum acceptable value of 0.4 (Table 2, Figure 2 ). Split-half test showed strong relationship between the both halves of the test (Spearman-Brown coefficient was 0.85).
Item-total correlations were inspected for the items in each of the four SpNQ-20 factors. For the religious needs factor, the corrected item-total correlation ranged from 0.56 to 0.79 (Table 2 ).
Average Inter-Item Correlation
In the religious needs factor, the correlation coefficient ranged from 0.40 to 0.73; the giving/generativity needs factor correlation coefficients ranged from 0.47 to 0.70; in the inner peace needs factor, the range was 0.38-0.56; and in the existential needs factor, correlation coefficients varied from 0.30 to 0.55.
Discussion
Research on the phenomenon of spirituality in healthcare is growing internationally. Each clinician is responsible for approaching the patient as a whole person and to provide relational, dignity-based, compassionate care [3] . Holistic care requires that spiritual needs of patients would be addressed and satisfied by healthcare professionals [17] in collaboration with social care and clergy staff and patient relatives.
Importantly, for rigorous spirituality assessment, well-prepared, valid, and reliable measurement tools are needed. The development of new research tool is always a time-consuming process requiring the involvement of competent investigators and experts of the field. For this reason, instead of developing their own study instruments, researchers more often search and select the most appropriate already existing tool to perform its linguistic, cultural, and practical adaptation. The aim of this study was to translate and validate the SpNQ for its use in the Lithuanian context.
The original version of SpNQ-20 [27, 47] addresses a wide range of spiritual needs, both private and institutional religiosity (i.e., praying, congregational activities, reading spiritual/religious books, involvement of chaplains, etc.); forgiveness; existentialistic issues in terms of life reflection and meaning of life and suffering; social interactions, attention by others, and active compassionate turning to others; the need for inner peace and beauty of nature, etc. [27] . The topic of family support or family connection needs was part of the original item pool, but primarily not included in the factorial structure, because these needs might be considered as psychosocial. Nevertheless, in Brazil, these needs were considered as being very important [35] and thus, for the Lithuanian SpNQ-27 version, these items were included, too. There is evidence that good family support is linked to effective coping strategies and lower anxiety levels in cancer patients [48] . The orientation toward 'cancer as communal' is beneficial in a sense of relational and communication opportunities that family may provide [49] . Moreover, family support is perceived as a main spiritual need of cancer patients by clinical nurses as well [50] .
The quality of research instrument adaptation heavily relies on its proper translation. At this stage, the main issues arise because of linguistic and semantic peculiarities of languages and differences in grammar, syntax, and lexis. Lithuanian language is related to Latvian and dead Prussian. It is important to note that as a separate branch of Eastern Baltic languages, the Lithuanian language started to be developed from the seventh century and it still retains ancient grammar forms and morphology such as in Latin or ancient Greek. By comparison, 'English belongs to analytic language and Lithuanian is considered as a synthetic language' [51] . Word order, cases, gender, and number in Lithuanian sentences differ from English sentence structure. Lithuanian grammar rules considering word order are less strict than English ones. The change of word order in the English sentence usually alters the meaning of the whole sentence, while word order in Lithuanian sentence is free. Since English and Lithuanian languages have their unique peculiarities in sayings and phrases, it causes quite a few problems to translate from one language into another without losing the exact meaning [52] . All these aspects were influential during the translation of SpNQ from English language to Lithuanian.
The strict methodological plan and right human resources during translation process assured good comprehensiveness of the instrument. A conversational approach with respondents being questioned via face-to-face interviews by two final year nursing students allowed us to determine if the respondent had any difficulty in understanding any items because of personal features or health condition (older age, poor health literacy, weak health status). Interviewers reflected that the application of tool was rather quick in time, without any repeatable obscurities in item wording.
Validation processes of Lithuanian version SpNQ-27 included the four-factor structure, similar to original, for spiritual needs: Religious needs, existential and connectedness with family needs, inner peace needs, and giving/generativity and forgiveness needs. However, the diversity of translated versions caused some doubt in choosing the model as validation of instrument in other countries used a five factor scale: Religious needs, existential needs, inner peace needs, giving/generativity and forgiveness needs, and adding an additional (independent) category called family support needs [35] . Also, the Croatian [38] version of SpNQ-23 used an additional "non-spiritual" category-social support needs.
Both Lithuanian versions of SpNQ demonstrated adequate psychometric properties of the instrument. Among the 27 tested SpNQ items, the construct had a good internal consistency (Cronbach's alpha = 0.94), the same as among 20 tested SpNQ items (Cronbach's alpha = 0.93). Similar results were demonstrated in the Chinese version [37] where among 20 tested items, internal consistency alpha was 0.82; in the Polish version, internal consistency alpha among 18 tested items was 0.89 [36] .
Having the intention to compare the Lithuanian data on spiritual needs internationally, the psychometric properties of SpNQ-20 Lithuanian version were measured accordingly. Factor analysis on the Lithuanian version of SpNQ-20 revealed slight differences in relation to the original German version of measurement. Exploratory factor analysis of the original version of SpNQ [27, 44] pointed out that the religious needs factor (eigenvalue 8.6; alpha = 0.90) consists of six items (N18, N19, N20, N21, N22, N23). Similar results with the same six items on the religious needs domain were found in the Polish version of SpNQ [36] . The religious need domain of the Lithuanian version of SpNQ-20 had the same six items as the German and Polish versions, but an additional two items (N2-talk with someone about fears and worries and N12-talk about the possibility of life after death) were bracketed together for this domain.
In the Lithuanian version of SpNQ-20, three items (N6, N7, N8) composed the inner peace needs factor and this structure corresponds with the original German version [44] , although the original version of inner peace had four items, while in the Lithuanian SpNQ-20 version, one item (N2) about sharing fears and worries with someone was transferred to the religious needs domain. However, because of very low loading, it did not fit any of four factors and should be removed from the survey tool at the data analysis stage.
The major differences in the factor analysis of the Lithuanian version of SpNQ-20 were found in giving/generativity and forgiveness needs and the existential needs domains. Original SpNQ domains giving/generativity and forgiveness needs [44] consists of four items (N 14, N15, N26, N27). In the Lithuanian version, the items N14 and N15 coincident with original German version, although two other items were added (N16, N17). These two abovementioned items reflect forgiveness and in the original German version belong to existential needs factor.
In the German version of SpNQ [44] , the existential needs domain had six items (N5, N10, N11, N12, N16, N17), while among the 20 tested SpNQ items in Lithuanian version three items were the same (N5, N10 and N11), but the other two items (N26 and N27) included here originally describe giving/generativity needs.
Validation of the SpNQ in the Lithuanian language and clinical practice revealed that the domain of religious needs was the most stable and complied with original German version the best. On the contrary, existential needs as well as giving/generativity and forgiveness needs domains in Lithuanian versions of SpNQ-27 and SpNQ-20 lost their original structure at the most extent. The existential items describing needs of forgiveness in both Lithuanian versions of the instrument were associated with the giving/generativity and forgiveness needs. The item switch often happens due to cultural differences and the way things are interpreted by populations in different contexts. For this reason, careful attention should be paid to contextual features more generally in the translation and validation process of the spiritual needs questionnaire.
The validation process of the Lithuanian version of SpNQ has some limitations. Firstly, the instrument requires evidence for its concurrent validity, by comparing the findings with data from other sources and applying congruent or divergent measurement tools. Secondly, the Lithuanian version of SpNQ was only used with one homogenous sample of cancer patients, while the general SpNQ was validated in larger samples of different populations [44] . More variety would be advisable. Thirdly, repeated testing of psychometric properties is recommended for data collected by other means, such as independent responding.
Conclusions
The Lithuanian version of the spiritual needs questionnaire was translated and validated on cancer hospitalized patients, demonstrating adequate psychometric properties of the instrument. The longer version of the spiritual needs questionnaire is useful to estimate the family dimension of patients' unmet spiritual needs in the Lithuanian context where family continues to be a core value of individuals and society. Application of the Lithuanian version of SpNQ-20, which keeps items from the original structure, allows international comparison of the results and identification of cultural differences in patients' perception of their spiritual needs.
The spiritual needs questionnaire, as a screening tool and conversational model, is recommended for clinicians in healthcare practice to identify patients with spiritual needs and plan their holistic care.
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